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Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210c)1)3)
300.1220b)2)
300.1630d)
300.3240a)

| Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures, governing all services provided by
the facllity which shall be formulated by a
Resident Care Policy Committee consisting of at
least the administrator, the advisory physician or
the medical advisory committee and
representatives of nursing and other services in
the facility. These policies shall be in compliance
with the Act and all rules promulgated thereunder.
These written policies shall be followed in
operating the facility and shall be reviewed at
least annually by this committee, as evidenced by
written, signed and dated minutes of such a
meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facllity shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological

well-being of the resident, in accordance with AttachmentA

each resident's comprehensive resident care Statement of Licensure Violations
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plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident. Restorative
measures shall include, at a minimum, the
following procedures:

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents’
respective resident care plan.

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

) Objective observations of changes in a

esident's condition, including mental and

motional changes, as a means for analyzing and

etermining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

2) Overseeing the comprehensive
assessment of the residents’ needs, which
include medically defined conditions and medical
functional status, sensory and physical
impairments, nutritional status and requirements,
psychosocial status, discharge potential, dental
condition, activities potential, rehabilitation
potential, cognitive status, and drug therapy.

Section 300.1630 Administration of Medication
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